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Schizophrenia is a serious public health problem that 
affects approximately 1% of the US population.1 
Schizophrenia is a leading cause of disability, and is 

associated with an economic burden of more than $60 

billion annually in direct and indirect costs in the Unit-
ed States.2 Schizophrenia is a severe form of mental ill-
ness broadly characterized by 3 domains of psychopathol-
ogy, including negative symptoms (ie, social withdrawal, 
lack of motivation, and lack of emotional reactivity), 
positive symptoms (ie, hallucinations and delusions), 
and cognitive deficits (ie, working memory, attention, 
and executive function).3-6 In addition, serious medical 
conditions, such as type 2 diabetes, obesity, hyperten-
sion, and dyslipidemia, are more common in patients with 
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prescription drug categories, and were further segmented by claims for schizophrenia, other psychiatric, 
and nonschizophrenia/nonpsychiatric conditions. 
Results: A total of 8985 patients with schizophrenia met the inclusion criteria for the snapshot analysis. 
The mean cost per patient per month (PPPM) for a patient with schizophrenia was $1806 versus $419 per 
member per month for the demographically adjusted nonschizophrenic (ie, matched for age and sex) 
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index date to approximately $2000 in the month before the index date. The highest costs occurred in the 
month of diagnosis (designated as the index month; mean cost, $6601). The total all-cause claim cost 
after the index date decreased to $1635 monthly for months 2 to 6, $1456 monthly for months 7 to 12, 
$1324 monthly for months 13 to 18, and $1218 monthly for months 19 to 24.
Conclusion: Although the prevalence of schizophrenia is low in a commercially insured US population, 
this analysis shows that the average total claim cost per patient with schizophrenia is more than 4 times 
the average total claim cost for a demographically adjusted population without schizophrenia. Furthermore, 
for newly diagnosed patients with schizophrenia, the cost, which is largely driven by inpatient charges, is 
highest in the month of diagnosis.
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schizophrenia than in the general population; in turn, 
these conditions may increase the risk for cardiovascular 
disease and lead to increased morbidity and mortality.7 
Notably, the estimated prevalence of diabetes in patients 
with schizophrenia is 13% to 15%; dyslipidemia, 25%; 
obesity, 42%; and hypertension, 19% to 58%.8

Numerous studies have investigated the cost and 
resource utilization associated with schizophrenia in 
commercially insured, self-insured, Medicare, Medicaid, 
and Veterans Administration populations.2,9-14 Data have 
consistently shown that schizophrenia represents a sub-
stantial economic burden for patients and their families, 
healthcare providers, and for society in terms of costs 
associated with the healthcare, social, and justice sys-
tems; informal caregivers; and productivity loss as a result 
of unemployment or premature death.15 Schizophrenia is 
one of the most expensive disorders in adults,12,16 ac-
counting for an estimated 2.5% of the total healthcare 
expenditures in the United States.17,18

Although schizophrenia is costly and difficult to treat, 
it has not received the level of attention from commer-
cial payers that many other chronic diseases (eg, diabe-
tes, asthma, and hypertension) receive. The 2013 addi-
tion of several schizophrenia Healthcare Effectiveness 
Data and Information Set (HEDIS) criteria will bring 
increased attention to the population of patients with 
schizophrenia by insurers and represents an opportunity 
for treatment improvement.19 In particular, the HEDIS 
criteria include adherence to antipsychotic medications 
for patients with schizophrenia, diabetes screening for 
patients with schizophrenia or bipolar disorder who are 
using antipsychotics, cardiovascular monitoring for pa-
tients with cardiovascular disease and schizophrenia, and 
diabetes monitoring for patients with diabetes and 
schizophrenia.19 

In addition, the Affordable Care Act (ACA) will affect 
insurance coverage for the uninsured population of pa-
tients with schizophrenia in 2014, with Medicaid expan-
sion and insurance subsidies available for qualified indi-
viduals purchasing insurance on state exchanges. The 
2011 federally mandated extension of commercial cover-
age to adult children until age 26 years has increased the 
prevalence of patients with schizophrenia in commercially 
insured populations, because most patients with schizo-
phrenia are diagnosed in their early 20s.4,20 A recent study 
estimated that there would be an increase of approxi-
mately 2.3 million new users of mental health services in 
Medicaid and approximately 2 million covered by com-
mercial insurance by the time healthcare reform according 
to the ACA is fully implemented in 2019.20

With the expected rise in the number of insured pa-
tients with schizophrenia and an increased focus on the 
management of schizophrenia as a result of the new 

HEDIS criteria, the intent of the current study was to 
provide an up-to-date descriptive analysis of the schizo-
phrenia population from the payer perspective, including 
(1) relevant demographic characteristics, (2) a snapshot 
analysis of resource utilization and healthcare costs, and 
(3) a longitudinal analysis of resource utilization and 
healthcare costs over a period of 24 months by patients 
with newly diagnosed schizophrenia.

Methods
Data Source

The study population was selected from the Truven 
Health MarketScan commercial claim data files between 
2007 and 2011. These files contain all paid claims gener-
ated by more than 40 million commercially insured indi-
viduals annually, as well as member identification codes 
that allow members to be followed longitudinally over 

Key Points

➤ Schizophrenia is a serious medical condition and a 
leading cause of disability.

➤ Although the prevalence of schizophrenia is low in 
commercially insured populations, the total annual 
cost burden of the disease is more than $60 billion 
in the United States.

➤ This new study involved 2 claims-based analyses of 
the annual and longitudinal costs associated with 
the treatment of schizophrenia in a commercially 
insured population. 

➤ Among patients with newly diagnosed 
schizophrenia, the cost was highest (mean cost, 
$6601) in the month of diagnosis, and was largely 
driven by inpatient charges.

➤ The annual inpatient admission rate was 636 
per 1000 patients with schizophrenia versus 48 
per 1000 persons in a demographically adjusted 
population without schizophrenia, a 13-fold 
difference.

➤ The mean monthly cost for a patient with 
schizophrenia was $1806, which is more than 
4 times the mean monthly cost of $419 for a 
demographically matched member without 
schizophrenia.

➤ As this analysis shows, the cost of treating 
schizophrenia is substantial, yet this chronic disease 
does not receive the same level of payer attention 
afforded to other chronic diseases. 

➤ The 2013 addition of HEDIS criteria for 
schizophrenia will likely draw more attention from 
insurers to this patient population and represents an 
opportunity for treatment improvement.
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time. This administrative claim data set contains stan-
dard codes for diagnosis, procedure, diagnosis-related 
group (DRG), and National Drug Code (NDC); site of 
service information and amounts paid by commercial 
insurers; and cost-sharing by members. We performed 2 
analyses: (1) an annual snapshot analysis of patients with 
newly diagnosed and chronic schizophrenia, using 2011 
as the index year, and (2) a longitudinal analysis of pa-
tients with newly diagnosed schizophrenia using 2008 
and 2009 as index years, and 2008 to 2011 for the 24-
month postdiagnosis period. 

Study Population
The study population for each analysis consisted of in-

dividuals aged 13 to 64 years who met the HEDIS claims-
based identification criteria of 2 or more inpatient or out-
patient claims with International Classification of Diseases, 
Ninth Revision (ICD-9) code 295.xx for schizophrenia on 
separate dates during the index year. Patients were includ-
ed in the study if they had a newly diagnosed schizophre-
nia and had no claim coded with schizophrenia in the 12 
months before the index date (“newly diagnosed” was de-
fined as having no claim with an ICD-9 diagnosis code of 
schizophrenia in any position in the 12 months before the 
index date). In both analyses, all patients were required to 
be continuously enrolled for the 12-month look-back pe-
riod. For the snapshot analysis, patients were not required 
to be enrolled continuously during the entire 2011 index 
year, and each patient’s cost contribution was weighted by 

member months of enrollment during 2011. For the lon-
gitudinal analysis, the patients were required to be contin-
uously enrolled for 24 months after the index date (ie, date 
of schizophrenia diagnosis). 

Methodology
All claims for patients meeting the schizophrenia 

identification and eligibility criteria were grouped into 
major utilization categories (eg, inpatient or outpatient) 
using a combination of revenue codes, Healthcare Com-
mon Procedure Coding System (HCPCS) codes, DRGs, 
Current Procedural Terminology (CPT)-4 codes, ICD-9 
procedure codes, and NDC codes that included inpa-
tient, outpatient, professional, and prescription drug. 
The claims were further segmented by claims for schizo-
phrenia and other psychiatric and nonschizophrenia/
nonpsychiatric conditions. 

Schizophrenia-related inpatient claims were identi-
fied via a psychiatric DRG (880-887), as well as an 
ICD-9 295.xx diagnosis code in any position of the in-
patient claim. Schizophrenia-related emergency depart-
ment visits and professional fee claims were identified if 
an ICD-9 diagnosis code in the 295.xx range was coded 
in any position of the claim. Psychiatric inpatient claims 
were coded with a psychiatric DRG (880-887) and were 
not coded with ICD-9 295.xx code in any position of the 
inpatient claim. Psychiatric-related emergency depart-
ment and professional claims were coded with an ICD-9 
code of 291 to 319.xx (excluding 295.xx) in any position 
of the claim. 

All other claims were considered to be related to non-
schizophrenia/nonpsychiatric conditions. Outpatient fa-
cility claims other than emergency department were not 
designated as schizophrenia or other psychiatric. The use 
of electroconvulsive therapy was identified by claims 
coded with ICD-9 procedure codes 94.23, 94.24, 94.26, 
or 94.27, or with the CPT-4 code 90870. Drug use by 
class—including antipsychotics, antidepressants, anti-
convulsants, or antianxiety—was identified using NDC 
code lists from the Medi-Span 2013 drug data.

To compare the costs and medical utilization of the 
population of patients with schizophrenia and the popu-
lation of individuals without schizophrenia in the Truven 
Health MarketScan claims data, we demographically ad-
justed the nonschizophrenic population to contribute the 
same weighting by 5-year age and sex bands. 

Results
Snapshot Analysis

Prevalence/incidence. A total of 8985 patients in the 
2011 MarketScan database met the criteria for schizo-
phrenia (newly diagnosed, N = 2827; chronic, N = 6158), 
and the average member enrollment in a plan was 11.5 
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Figure 1   Prevalence Rate of Patients with Schizophrenia, 2011

Source: Truven Health MarketScan database; 2011.
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months. Of the 8985 patients with schizophrenia, 3550 
(39.5%) were employees, 2599 (28.9%) were spouses, 
and 2836 (31.6%) were categorized as children/other. 

The prevalence of schizophrenia was 0.54 per 1000 
persons in the 13- to 64-year-old age range, with the 
highest prevalence observed in men in the 20- to 
24-year-old age cohort (1.45 per 1000 persons) and the 
prevalence in women ranging from 0.32 per 1000 per-
sons to 0.69 per 1000 persons for the 30- to 34-year-old 
and 55- to 59-year-old age cohorts, respectively. The in-
cidence of patients with schizophrenia (and with no 
schizophrenia claims in the 12 months before the index 
date) was 0.17 per 1000 persons among the 13- to 
64-year-old cohort, with the highest incidence in men 
(0.65 per 1000 persons) and women (0.27 per 1000 per-
sons) in the 20- to 24-year-old age cohorts. Figure 1 and 
Figure 2 outline the prevalence and incidence of schizo-
phrenia, by age and by sex.

Costs. For the patients with schizophrenia, the mean 
cost per patient per month (PPPM), including paid 
amount by the insurer and patient cost-sharing, was 
$1806, more than 4 times higher than that of $419 for 
the population without schizophrenia in the MarketScan 
database with the same demographic (ie, age and sex) 
weighting (table).

The cost for patients with schizophrenia included 
$762 (42%) PPPM for inpatient costs (facility and pro-
fessional), $592 (33%) PPPM for outpatient costs (facil-
ity and professional), and $452 (25%) PPPM for pre-
scription drug costs. The most common prescription drug 

claims for patients with schizophrenia were antipsychot-
ics (84% of patients with schizophrenia), followed by 
antidepressants (56% of patients with schizophrenia), 
anticonvulsants (43% of patients with schizophrenia), 
and antianxiety drugs (32% of patients with schizophre-
nia), with allowed PPPM costs of $302.20, $24.32, 
$16.65, and $2.60, respectively. 

Hospitalization. The annual inpatient admission rate 
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Figure 2   Incidence Rates of Patients with Schizophrenia, 2011

Source: Truven Health MarketScan database; 2011.
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Table    Snapshot Analysis: Mean PPPM and PMPM Costs and Resource Utilization for Patients with Schizophrenia 
Compared with Demographically Adjusted Total Commercially Insured Population

Variable 
Patients with 
schizophrenia

Matched population with 
similar demographics,  
without schizophrenia

Total PPPM/PMPM cost, $ 1806 419

Inpatient PPPM/PMPM cost, $ 762 97

Outpatient PPPM/PMPM cost, $ 592 239

Prescription drug PPPM/PMPM cost, $ 452 83

Annual inpatient admissions per 1000 patients, N 636 48

Schizophrenia-related inpatient cases, N 322 —

Psychiatric/nonschizophrenia-related inpatient cases, N 155 —

Nonschizophrenia/nonpsychiatric-related inpatient cases, N 158 —

Annual emergency department visits per 1000 patients, N 2270 158

Schizophrenia-related emergency department visits, N 242 —

Psychiatric/nonschizophrenia-related emergency department visits, N 513 —

Nonschizophrenia/nonpsychiatric-related emergency department visits, N 1516 —

PMPM indicates per member per month; PPPM, per patient per month.
Source: Truven Health MarketScan database; 2011. 
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during the study period was 13 times higher in the pop-
ulation with schizophrenia than in the general popula-
tion, with an annual rate of 636 admissions per 1000 
patients with schizophrenia compared with an annual 
rate of 48 admissions per 1000 persons in the general de-
mographically adjusted commercial population (Table). 
Of the inpatient admissions (N = 636) in patients with 
schizophrenia, 51% (N = 322) were schizophrenia-relat-
ed, 24% (N = 155) were psychiatric-related (nonschizo-
phrenia), and 25% (N = 158) were neither schizophre-
nia-related nor psychiatric-related. 

Similarly, the annual emergency department utilization 
rate for patients with schizophrenia was 14 times higher 
than in the general population—2270 visits per 1000 pa-
tients with schizophrenia compared with 158 visits per 
1000 persons in the demographically adjusted commercial 
population (Table). Of the emergency department visits 
(N = 2270) by patients with schizophrenia, 11% (N = 
242) were schizophrenia-related, 23% (N = 513) were 
psychiatric-related, and 67% (N = 1516) were neither 
schizophrenia-related nor psychiatric-related. 

Longitudinal Analysis
The longitudinal analysis required patients with 

schizophrenia to be continuously enrolled for 3 years, 
which allowed for a 12-month look back from the index 

date and a 24-month follow-up from the index date. Two 
index years were used to increase the sample size: index 
year 2008 required eligibility in 2007 to 2010 and index 
year 2009 required eligibility in 2008 to 2011. A total of 
1902 patients were identified with newly diagnosed 
schizophrenia. 

The cost for patients with schizophrenia gradually 
increased from approximately $800 in the 12 months 
before the index date to approximately $2000 in the 
month before the index date. The highest costs were 
incurred in the index month (ie, month of diagnosis), 
with an average cost of $6601 for the index month. In-
patient costs accounted for $4597 (70%) of the costs in 
the index month; 413 (22%) of the patients with schizo-
phrenia were admitted to the hospital at some point 
during the index month. In addition to the patients who 
were admitted to the hospital in the index month, 307 
(16%) patients had visited the emergency department at 
some point during the index month. 

The cost in the months after the index date decreased 
to an average of $1635 monthly for months 2 to 6, $1456 
monthly for months 7 to 12, $1324 monthly for months 
13 to 18, and $1218 monthly for months 19 to 24. The 
percentage of patients with schizophrenia who had an 
antipsychotic claim was 58% in the index month, 71% 
during months 2 to 6, 66% during months 7 to 12, 63% 
during months 13 to 18, and 61% during months 19 to 
24. The use of antidepressants and anticonvulsants were 
also high: 34% and 27% of patients with schizophrenia, 
respectively, had a prescription claim in the index 
month; 49% and 39% during months 2 to 6 after the 
index month; 48% and 37% during months 7 to 12; 47% 
and 36% during months 13 to 18; and 44% and 36% 
during months 19 to 24. Figure 3, Figure 4, and Figure 
5 provide details of the cost and the use of key services 
in the months after the index date. 

Discussion
Our findings corroborate the findings of previous stud-

ies in terms of schizophrenia cost and resource utilization 
for a commercially insured population. Data regarding 
the prevalence of schizophrenia in commercially insured 
populations are limited. One study based on 1999 to 
2002 claims data from 17 self-insured US employers 
representing 3 million commercially insured individuals 
aged <65 years reported a prevalence rate of 1.3 per 1000 
persons, but it used criteria that only required 1 claim 
with a schizophrenia code during a 3-year period.10 

Our analysis identified a lower prevalence rate of 0.54 
per 1000 persons, which would be expected, because our 
criteria required 2 or more claims with a schizophrenia 
code in a 12-month period. The prevalence of schizo-
phrenia in Medicaid populations has been more fre-
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quently reported, with the rate of 17 per 1000 persons in 
the Medicaid population aged <65 years.10

Nicholl and colleagues used medical and pharmacy 
claims data from the PharMetrics Integrated Database 
(1998-2007) to explore the effect of duration of illness 
on the cost of inpatient care and the overall economic 
burden of treatment in patients with recently diagnosed 
(N = 970) and with chronic (N = 2996) schizophrenia.9 

A greater proportion of patients with recently diagnosed 
schizophrenia compared with patients with chronic 
schizophrenia were hospitalized (22.3% vs 12.4%, re-
spectively; P <.001), and the former group spent a great-
er number of days in the hospital than the latter group 
(mean, 5.1 vs 3 days, respectively; P = .065). The average 
annual healthcare costs in recently diagnosed patients 
and in patients with chronic disease were $20,654 and 
$15,489, respectively, and inpatient costs constituted a 
higher proportion of total costs in the former group than 
in the latter group (62.9% vs 38.5%, respectively),9 
which was similar to our findings.

Wilson and colleagues conducted a retrospective 
claims analysis using a large, privately insured claims-
based database in California to determine the direct 
costs of treating schizophrenia in a privately insured set-
ting (June 2001-May 2004) and compared the costs in 
newly diagnosed patients versus the costs of previously 
diagnosed patients.11 The overall direct annual treat-
ment costs and schizophrenia-specific costs were $12,885 
and $6220, respectively; inpatient services and medica-
tions comprised most of the schizophrenia-specific costs 
($2762 and $2479, respectively). Patients with newly 
diagnosed schizophrenia had significantly higher inpa-
tient costs than previously diagnosed patients ($4222 vs 
$2240, respectively; P <.05), and had significantly lower 
schizophrenia-specific medication costs ($1593 vs $2438, 
respectively; P <.05).11

Crown and colleagues used the MarketScan (now 
Truven Health) database, the same database that was 
used in our study, but with older data (1991-1993) to 
compare the expenditures of privately insured patients 
with schizophrenia who were hospitalized (N = 185) 
with data for patients who were not hospitalized (N = 
480) in the 1-year period after the initial diagnosis.21 The 
unadjusted mean total healthcare costs were $20,161 in 
the hospitalized patients and $2966 in the nonhospital-
ized group; after adjusting for differences in the charac-
teristics of the 2 groups, the incremental cost of hospital-
ization was $15,805.21

Our study shows that the reduction in costs after the 
index date is largely driven by a reduction in hospitaliza-
tion and emergency department admission in subsequent 
months. This is expected, because the diagnosis itself can 
be triggered by a psychotic episode, resulting in an inpa-

tient stay. In the months after the index date, patients may 
receive various interventions, including medications, psy-
chosocial therapy, family therapy, and support groups, 
which may contribute to the stabilization of their disease. 

As a result of the very high costs associated with inpa-
tient services, the interventions that are most effective at 
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lowering the probability of hospital admission or readmis-
sion for patients with schizophrenia have the potential to 
realize the greatest cost-savings. For example, a consistent 
cost driver for patients with schizophrenia is suboptimal 
adherence to antipsychotic therapy through its associa-
tion with an increased risk for relapse and rehospitaliza-
tion, as well as increased hospitalization costs.14,16,22 

Sun and colleagues used data from 7 published articles 
on the economic impact of antipsychotic nonadherence 
among Medicaid patients with schizophrenia to estimate 
the costs of rehospitalization.16 The estimated total na-
tional rehospitalization cost associated with antipsychot-
ic nonadherence in patients with schizophrenia in 2005 
was $1.479 billion.16

dosReis and colleagues used retrospective Maryland 
Medicaid administrative data of 1727 patients with 
schizophrenia to study the relationship between antipsy-
chotic treatment patterns and acute hospitalizations.14 
The average duration of antipsychotic use was 6 months 
in any 1-year period and 4.5 years across the 7-year study 
period. The likelihood of hospitalization in patients with 
moderate adherence (50%-75% of eligible days) and 
light adherence (<50% of eligible days) to antipsychotic 
medication was 52% and 72% greater, respectively, than 
in patients with greater adherence (75%-100% of eligi-
ble days) to antipsychotic medication; furthermore, the 
average length of hospital stay was approximately 20% 
longer in light than in continuous users of antipsychotic 
medications.14

Marcus and Olfson analyzed the correlation between 
gaps in antipsychotic medication and hospital admission 
in patients with schizophrenia based on Medicaid data 
(2001-2003).22 The total number of annual acute care 
inpatient admissions of Medicaid patients with schizo-
phrenia was approximately 87,000 (approximately 
930,000 hospital days), at a total annual cost of $806 
million. The investigators determined that improving 
adherence to antipsychotic medication could reduce the 
number of acute care admissions by approximately 
12.3%, and the number of inpatient treatment days by 
approximately 13.1%, thereby saving an estimated $106 
million in inpatient costs.22

Our analysis provides data regarding the prevalence of 

schizophrenia in a commercially insured population 
using recent data, as well as new HEDIS claims-based 
identification criteria, which has not been presented 
previously. In addition, more recent estimates of annual 
costs incurred by commercial payers across the popula-
tions of patients with newly diagnosed and chronic 
schizophrenia are provided, as well as a longitudinal view 
of resource utilization and costs during the first 2 years 
after diagnosis, showing that patients with schizophrenia 
represent a high-cost population for commercial payers.

Limitations
Our analysis was based on Truven Health MarketScan 

data, which we are unable to audit; however, we assumed 
that the data were accurate and comprehensive. Claims 
data limitations include the potential for provider coding 
inaccuracies, as well as the inability to identify clinical or 
psychosocial factors that may impact the mix of indi-
vidual patient severity levels. We recognize that individ-
uals conducting a similar analysis using other data sets or 
alternative coding logic would potentially produce re-
sults that are different from ours.

Our definition of “newly diagnosed” (ie, no claim 
with an ICD-9 diagnosis code of schizophrenia in any 
position in the 12 months before the index date) could 
have included some patients with schizophrenia who 
had infrequent contact with a healthcare provider in the 
12 months before our assigned index date, although we 
expect that this would be a small portion of the popula-
tion with schizophrenia.

Because we limited the longitudinal analysis to patients 
with 3 years of continuous eligibility and enrollment, we 
excluded individuals for whom the primary insurer chang-
es insurers (MarketScan has consistent member identifica-
tion numbers for individuals enrolled in the same plan 
annually), and we excluded patients with schizophrenia 
who lost insurance, such as those who were covered by 
their parents and reached the age of 26 years. These pa-
tients might have purchased a separate insurance policy or 
might have qualified for Medicaid, which we could not 
distinguish and, as such, the resource utilization patterns 
and costs for these patients are not reflected in this study. 

Conclusions
Schizophrenia is a debilitating disease associated with 

substantial medical, social, and economic burdens. The 
2013 addition of several schizophrenia HEDIS criteria will 
most likely bring increased attention from insurers to the 
population of patients with schizophrenia.19 The present 
study highlights the high cost of schizophrenia to com-
mercial payers, with a total cost PPPM that is more than 
4 times higher than for an average commercially insured 
person with similar demographics but without schizophre-

The present study highlights the high cost 
of schizophrenia to commercial payers, with 
a total cost PPPM that is more than 4 times 
higher than for an average commercially 
insured person with similar demographics 
but without schizophrenia.
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nia. Although the costs peak in the month of diagnosis, 
the average monthly costs remain disproportionately high 
throughout the 24-month follow-up period. Further claims 
data analyses that investigate patterns of care, drug thera-
py adherence patterns, and barriers to medication adher-
ence among patients with schizophrenia are necessary to 
improve the quality of care for patients with schizophrenia 
and to more efficiently manage the cost of the care. n
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Schizophrenia: “The Forgotten Illness”? 
By Atheer A. Kaddis, PharmD
Senior Vice President, Sales and Business Development, Diplomat Specialty Pharmacy, Flint, MI

STAkEhoLDER PERSPECTIVE

PAyeRs: Schizophrenia, the forgotten illness? That 
may be too dramatic a description of the disease, but it 
nevertheless brings to light the lack of focus on schizo-
phrenia as a disease that is rapidly growing in treatment 
costs, and the impact that it will have on commercial 
payers in the United States over the next decade. 
Schizophrenia is an important disease state that will be-
come even more important to commercial insurers as a 
result of the healthcare coverage expansion beginning in 
2014. The cost burden of the disease state is underesti-

mated: more attention should be focused on this disease, 
and how to cost-effectively manage it in the future. 

The article by Fitch and colleagues provides an ex-
cellent overview of the costs resulting from a diagnosis 
of schizophrenia, and it details how costs change over 
time after the index diagnosis. Of particular interest is 
that the mean per-patient per-month (PPPM) cost for 
a patient with schizophrenia was more than 4 times 
greater than the PPPM cost for a demographically ad-
justed population without schizophrenia. In addition, 
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the highest cost was associated with the month of diag-
nosis (designated as the index month), which was a 
mean cost of $6601. 

PRoViDeRs/PAtients: What can we do about 
the costs of treating patients with schizophrenia? We do 
not have to look far to find meaningful ways to address 
schizophrenia costs, while also improving patient care. 
The answer can be found with appropriate medication 
therapy, focusing on medications with improved effec-
tiveness and a lower incidence of side effects, and on 
improving medication adherence. In the current analy-
sis, medications accounted for 25% of the overall costs of 
managing patients with schizophrenia compared with 
42% for inpatient expenditures, and 33% for outpatient 
expenditures, respectively. Although medication costs 
would increase by choosing newer therapies and improv-
ing adherence, studies have shown that improving med-
ication adherence can result in lower medical expendi-
tures overall.1,2 

The latest therapies to be approved for use in the 
United States include oral medications with significantly 
less impact on exacerbating negative symptoms (eg, so-
cial withdrawal, lack of motivation, etc). Newer thera-
pies have also been introduced in depot formulations, 
which provide longer periods of controlling schizophre-
nia with only once-monthly dosing.3 Overall, this can 
result in improved medication adherence, which should 

reduce emergency department visits and hospitalizations 
resulting from symptoms of the disease. 

PHARMACists: Although the newer medications 
are more expensive overall for payers, the impact on 
medical expenditure reductions should not be over-
looked. Pharmacists can play a significant role in improv-
ing medication adherence, and this has been proven 
within the specialty pharmacy industry where medica-
tion possession ratios regularly exceed 80% as a result of 
adherence calls, compliance packaging, financial assis-
tance, side-effect management, etc.4 

PoLiCyMAKeRs: If you believe that schizophre-
nia is the forgotten illness, you need not wait any longer, 
because the changes occurring in healthcare today, as 
they relate to schizophrenia, will bring this illness to the 
forefront for all payers. Understanding the costs and 
utilization associated with schizophrenia is the first step, 
but we need to focus next on providing cost-effective 
care for patients in need. n
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